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A Quality Assurance Walk-thru Survey
was conducted by the Indiana State

Department of Health in accordance with
42 CFR 483.70(a).

Survey Date: 07/13/12

Facility Number: 012036
Provider Number: 155774
AIM Number: NA

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Quality Assurance Walk-thru
survey, Miller's Merry Manor was found
not in compliance with Requirements for
Participation in Medicare, 42 CFR
Subpart 483.70(a), Life Safety from Fire
and the 2000 edition of the National Fire
Protection Association (NFPA) 101, Life
Safety Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410 IAC
16.2.

This facility located on the third floor of a
three story building was determined to be
of Type II (222) construction and fully
sprinklered except for stairwell # 2. The
facility has a fire alarm system with
smoke detection in the corridors, spaces
open to the corridors but there were no
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smoke detectors provided in the resident
rooms. The facility has a capacity of 21
and had a census of 8 at the time of this

survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage and smoke detector coverage.

All areas where the residents have
customary access were sprinklered except
for stairwell

#2 and all areas providing facility services
were sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 07/17/12.

The facility was found not in compliance with the
aforementioned regulatory requirements as
evidenced by the following:
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K0056 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for all
portions of the building. The system is
properly maintained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems. ltis fully supervised. Thereis a
reliable, adequate water supply for the
system. Required sprinkler systems are
equipped with water flow and tamper
switches, which are electrically connected to
the building fire alarm system. 19.3.5
Based on observation and interview, the K0056 K 056 08/12/2012
facility failed to ensure 1 of 3 stairwells
y . . X No residents were affected by this
was provided with an automatic deficiency; no residents were
sprinklers to ensure sprinkler coverage in harmed by this deficiency. No
all portions of the building. This deficient negative outcomes were noted
practice could affect any residents as well becafjse of this deficient
. . practice.
as visitors and staff who might use
stairwell number two. A work order ID: 4338 was
initiated by the Maintenance
Findings include: Supervisor for t.he installatign ofa
sprinkler head in the #2 stairwell
) by the Y elevator. (Attachment A).
Based on observation on 07/13/12 at 2:00
p.m. with the Maintenance Supervisor, Administrator will audit work order
the number two stairwell exit was not daily (Monday-Friday) using the
ided with sorinkl Based Life Safety Review until work
proyl e .Wlt Sprinkier coverage. base order is complete (Attachment C).
on interview on 07/13/12 at 2:20 p.m.
with the Maintenance Supervisor, it was The installation of this sprinkler
acknowledged there were no sprinklers gzazd/;’;'" be completed by
present in the number two stairwell to '
provide complete sprinkler coverage for
the facility.
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No residents were affected by this
3.1-19 ENVIRONMENT AND deficiency; no residents were
PHYSICAL STANDARDS harmed by this deficiency. No
negative outcomes were noted
3.1-19(ff) A health facility licensed under because of this deficient practice.
16-28 and this rule must do the following: A work order ID: 4323 was
(1) Have an automatic sprinkler system initiated by the Maintenance
installed throughout the facility before Supervisor for the installation of
July 1,2012. smoke detectors in all resident
. . . rooms. (Attachment B).
(2) If an automatic sprinkler system is not
installed throughout the health care Administrator will audit work order
facility before July 1, 2010, submit before daily (Monday-Friday) using the
July 1, 2010 a plan to the department for Life Safety Review (Attachment
. . . C) until work order is complete.
completing the installation of the
automatic sprinkler system before July 1, The installation of smoke
2012. detectors in all resident rooms will
(3) Have a battery operated or hard-wired be completed by 8/12/12.
smoke detector in each resident's room
before July 1, 2012.
This State Rule has not been met as
evidenced by:
Based on record review and interview, the
facility failed to install smoke detectors in
each resident's room before July 1, 2012.
This deficient practice could affect at
least 8 residents in the facility.
Findings include:
Based on observations with the
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Maintenance Supervisor on 07/13/12
from 12:30 p.m. to 1:45 p.m., the
following resident rooms were not
provided with smoke detectors: 321, 322,
323, 324, 325, 326, 327, 328, 329, 330,
331, 332 and 333. Based on interview
during the time of observations with the
Maintenance Supervisor it was
acknowledged none of the resident rooms
were provided with smoke detectors.
3.1-19(f%)
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